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Objective: To identify reasons for non-use of modern family planning in Rwanda, to examine speciﬁc barriers to
contraception, and to explore psychosocial factors inﬂuencing modern contraceptive use.Methods: In total, 637
in-union, parous, and non-pregnant women aged 21–49 years participated in a cross-sectional community-
based survey in 5 districts. In-depth interviews (IDIs) were conducted with 54 women and 27 male partners.
Multivariate logistic regression examined correlates of current non-use. IDI transcripts were analyzed indepen-
dently and compared thematically with survey ﬁndings. Results: Overall, 50% of survey respondents were
using a modern method. Fertility- and partner-related variables were key correlates of non-use. The most com-
monly reported reasons for non-use were related to perceived fecundity. Menweremostly supportive of contra-
ceptive use and had an important role in a woman’s decision to use contraception. Women’s IDIs revealed
misperceptions about fertility leading to gaps in contraceptive coverage, particularly postpartum. Those IDIs
alsohighlightedhowprovider practices, including screening for pregnancy throughdirect observation ofmenses,
may hamper contraceptive use. Conclusion: Programmatic recommendations include increasing information ef-
forts aimed atmen; developing effectivemessages about postpartum risk of pregnancy and training providers on
postpartum contraceptive eligibility and needs; and reinforcing use of alternative pregnancy-screeningmethods.© 2013 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd.
Open access under CC BY-NC-ND license.1. Introduction
Contraceptive prevalence has increased markedly in Rwanda, from
4% in 2000 to 45% in 2010, suggesting that efforts to decentralize the
healthcare system and integrate family planning into all health services
have met with some success [1]. However, major increases remain nec-
essary to reach the country’s target of 70% by 2015 [2].
Factors affecting contraceptive use include physical access, cost, lack
of accurate information, limited knowledge of available services, and
psychosocial factors such as fertility preferences, religious traditions,
partner communication, and fear of side effects [3,4]. Obstacles also
arise from clinical practices such as eligibility barriers, provider qualiﬁ-
cations, bias, and inappropriate management of side effects [3,5]. How
these factors relate to non-use varies across time and settings. Because
most previous studies in Rwanda pre-dated the intensiﬁcation of
family-planning efforts, the government requested the present studyangle Park, Durham, NC 27709,
1.
and Obstetrics. Published by Elsevier Irin 2008 to add depth to Demographic and Health Survey (DHS) ﬁndings
and identify concrete actions for increasingmodern contraceptive prev-
alence. The objectives were to identify reasons for current non-use of
modern contraceptive methods, to examine barriers to use, and to ex-
plore psychosocial factors inﬂuencing use. The study focused on user
demand rather than supply side issues, as some women and couples
may never have made contact with service providers or availed them-
selves of contraceptive services. Additionally, given that 88.5% of nullip-
arous women in Rwanda want a birth within 2 years, these women
were excluded from participation [6].
2. Materials and methods
A community-based, cross-sectional, mixed-methods study was
conducted in 5 of Rwanda’s 30 districts (Kigali City and 1 randomly se-
lected district per province).Womenwere selected through amultistage
random-sampling process. Forty enumeration areas (EAs) were identi-
ﬁed from the 2007–2008 Rwanda Interim DHS in the 5 districts, then
stratiﬁed according to residence (urban, rural) and nature of the closest
health center (public or government assisted); 21 EAs were then ran-
domly selectedwith probability proportionate to size (number of house-
holds). Households were listed and a sample was randomly selected.
One eligible woman per householdwas randomly selected; eligibility in-
cluded being aged 21–49 years, in union (married or cohabitating), noteland Ltd. Open access under CC BY-NC-ND license.
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household were assigned to participate in an in-depth interview (IDI);
all others participated in the survey. The male partner of every other
female IDI participant was also invited for a separate IDI after written
permission was obtained from the woman. Eligible men were 21 years
of age or older. The aim was to complete 588 surveys based on resource
constraints and the need for sufﬁcient numbers to examinemultiple cor-
relates of current modern contraceptive non-use in logistic regression
modeling. In-depth interviews were planned with 84 women and 42
men; targets were set to represent all EAs and include 6–8 men and
12–16women per stratum of themultistage sampling design. The emer-
gence of basic meta-themes has been found to occur within 6 IDIs and of
a more nuanced thematic structure within 12 IDIs [7].
Datawere collected in Kinyarwanda in participants’ homes by same-
sex interviewers between November 2009 and February 2010. The
study was approved by the Rwanda National Ethics Committee and
FHI 360’s Protection of Human Subjects Committee.
2.1. Quantitative survey methods
The survey covered sociodemographic characteristics, fertility inten-
tions, sources of contraceptive information, contraceptive use history,
partner support, and service delivery environment. Psychosocial and
cultural factors were assessed using 36 Likert-scale items. Participants’
ﬁnancial situations were rated using a ﬁnancial strain scale adapted to
the local context [8,9].
Quantitative analyses were conducted using SAS version 9.2 (SAS
Institute, Cary, NC, USA). The main outcome was current non-use of a
modern family-planning method. Traditional method users were con-
sidered non-users. Likert-scale data were reduced through exploratory
factor analysis. Principal factors were extracted using promax rotation
and squared multiple correlations to estimate communalities. Extrac-
tion was based on the scree test, eigenvalues greater than 1, and per-
centage of variance (75%) [10–13]. Items were discarded if they had
high missing counts (2), factor loadings under 0.3 (9), or cross-
loadings (3), resulting in 3 factors comprising 22 items. Cronbach α
was 0.8; the root mean square error of approximation from the conﬁr-
matory factor analysis test was 0.05. Factor scores using the estimatedTable 1
Psychosocial and cultural item means, grouped by factor, by current modern contraceptive use
Characteristics
“Support for large families and non-use”
If a family has a lot of children, the children will bring a lot of money to the family when t
The more children a couple has, the better their lives will be when they get older
Having many children will make a woman’s husband/partner more loyal to her
I will have as many children as happen to come along
Contraceptive use can make you sick
Sex is more satisfying when you are not using a contraceptive method
If a woman avoids pregnancies, people will think she has HIV/AIDS
It is difﬁcult to use contraception when you are in an intimate relationship
Having many children strengthens a woman’s health
“Barriers to contraceptive use”
I am afraid to go see a provider to get modern contraceptives
I am more afraid of using a contraceptive method than of getting pregnant
I am not capable of getting pregnant, so I don’t need to use contraception
Using a contraceptive method is expensive
It is wrong for a couple to use contraception
I am nervous that people in the community will know if I use family planning
It is easy to get a contraceptive methodc
I know at least 1 contraceptive method that is easy to usec
My friends have encouraged me to use contraceptionc
Families should be smaller because raising children is expensivec
“Beneﬁts of birth spacing and limiting”
Women can use contraception to control when they become pregnant
Contraceptive methods allow women to decide how many children they have
Children will not grow well and be healthy if a woman does not space her births
a Non-responses vary across items. Weighted means are reported.
b Items were scored from 1 = “strongly disagree” to 5 = “strongly agree.”
c Item was reverse-scored before factor analysis.scoring coefﬁcients were used in subsequent analyses. The nature of
each factor was deduced by interpreting the content of the statements
in the corresponding subset (Table 1).
Bivariate analyses examined the association of 37 variables (domains
listed above) with contraceptive non-use. All signiﬁcant variables
(P b 0.10) were entered into a logistic regression model; backward
selectionwas conducted using a 0.05α level. Variables identiﬁed a priori
as contextually or theoretically important were retained in the model
regardless of signiﬁcance. Sub-analyses were conducted eliminating
women who were not targets for possible interventions (those who
desired a pregnancy within 12 months or who were not sexually active
in the past month) and traditional method users. Percentage distribu-
tions of self-reported reasons for non-use were calculated separately
for non-users by intention to use a method in the future. All analyses
wereweightedwith samplingweights and adjusted for clustering effects
owing to the multistage design.
2.2. Qualitative IDI methods
In-depth interview data were uploaded in NVivo version 8 (QSR
International, Doncaster, Australia) for coding and iterative content
analysis [14]. Memos were produced, describing the dimensions of
each theme. Excel (Microsoft, Redmond, WA, USA) matrices were pre-
pared to summarize participants’ responses to thematic concepts and
to examine the relationships between themes. Overall data quality
was high. Any vague responses or answers arising from leading ques-
tionswere noted. Qualitative and quantitative datawere independently
analyzed and compared thematically. When results were complemen-
tary, textual data were used to further illustrate survey ﬁndings. In
some cases, qualitative data provided new information, not included
in the survey; this is presented independently.
3. Results
There were 637 completed surveys, 54 IDIs with women, and 27
IDIs with partners. The survey response rate exceeded 95%. The
mean age of survey participants was 32 years and the average num-
ber of children was 3.3. One-quarter had no education, 60% had a.a,b
Total (n = 614) Non-users (n = 301) Users (n = 313)
hey grow up 1.94 2.10 1.79
1.62 1.71 1.53
1.80 1.98 1.63
1.96 2.21 1.71
2.82 2.93 2.71
2.74 2.91 2.57
1.65 1.72 1.58
2.08 2.25 1.90
1.20 1.25 1.15
1.46 1.60 1.32
1.51 1.72 1.29
1.68 2.00 1.36
1.41 1.51 1.32
1.48 1.60 1.37
1.52 1.60 1.44
4.59 4.44 4.73
4.45 4.28 4.61
4.29 4.13 4.45
4.82 4.77 4.88
4.69 4.63 4.76
4.78 4.73 4.84
4.70 4.57 4.83
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higher. In-depth interviews were conducted in 15 of the 21 selected
EAs for budgetary reasons.
Approximately half (50.4%) of survey participants were currently
using a modern method, 7.7% were using a traditional method, and
41.8% were using no method at all. The modern method mix was dom-
inated by injectables (61.4%), followed by pills (13.8%), implants (9.1%),
male condoms (7.2%), and the standard days method (4.9%). In the
qualitative sample, 23 of the 54 women were current users, while 12
had used but were not currently using a modern method. Almost all of
these 35 women were either currently using (n = 14) or had formerly
used injectables (n = 17). In the survey, contraceptive non-users were
signiﬁcantly more likely than current users to be rural, older, less edu-
cated, and less than 6 months postpartum, in addition to wanting
more children (Table 2).
Both users and non-users reported high overall acceptance of family
planning. While most (90%) respondents believed that having children
bolstered a woman’s position within her family and community, an
even higher proportion (99%) agreed that families should be smaller
because of the costs of raising children. Qualitative data reinforced the
notion that individual or family responsibility has led to smaller family
size. A 30-year-old father of 3 childrenwhodid notwant additional chil-
dren explained: “Having a child for whom you cannot afford clothes,
food, or healthcare is contributing to the street children population…Table 2
Sociodemographic proﬁle of survey respondents by current modern contraceptive use.a
Characteristics Total (n = 614)
Residence
Urban 30.8
Rural 69.2
Education
No schooling 25.2
Primary 59.3
Secondary or higher 15.5
Religious afﬁliation
Catholic 39.9
Protestant 42.3
Seventh-day Adventist 13.7
Other 4.0
Had a child in the past 6 months
Yes 16.5
No 83.5
Intention for further children
Do not want any more children 59.1
Want more children within 0–12 months 5.9
Want more children—other timing 33.7
Undecided 1.3
Sexually active in the past month
Yes 93.0
No 7.0
Partner supports family planning
Yes 89.1
No 10.9
Heard about family planning in media
Yes 82.9
No 17.1
Attended a family-planning talk by community health worker
Yes 45.1
No 54.9
Trip to health center takes over 60 minutes
Yes 77.0
No 23.0
Age, y 32.2 ± 0.43
Number of living children 3.3 ± 0.11
Financial strainb 3.7 ± 0.14
“Support for large families and non-use” –0.03 ± 0.07
“Barriers to contraceptive use” –0.00 ± 0.06
“Beneﬁts of birth spacing and limiting” 0.02 ± 0.04
a Values are given as percentage or mean ± SE unless otherwise indicated. Non-responses v
b Cronbach α for this scale was 0.79.Raising children requires many things that a decent parent should be
able to provide.”
Table 3 showsmultivariate analysis results. Sub-analysis results were
similar to those using the full sample; only the latter are presented.
One factor associated with use of family planning was partner
support: women whose partner supported family planning had
more than 8 times greater odds of use than women whose partner
did not. Partner support was very high overall (89.1%). The majority
of users (63.7%) and non-users (50.8%) reported making joint deci-
sions on contraceptive use. However, more non-users than users
faced constraints from their partner (15% vs 8.3%) or others (7.3%
vs 0%). Narratives from IDIs conﬁrmed the importance of partner
communication and support. Without discussions, contraceptive
use appeared unlikely. A 28-year-old rural womanwith 2 young chil-
dren who was contemplating contraceptive use said: “Yes, you must
have a discussion knowing that it can lead to an agreement and he
permits you to go take a family planning method or he prevents
you from going.”
The IDIs conﬁrmed that men generally supported family planning,
mostly as a way to meet the economic and educational challenges of
raising children. A 24-year-old man said: “Prior to taking the injection,
[my wife] was strong and brave. She did all the chores but during use
she cannot work under the sun…we were patient, we must use it be-
cause we don’t have any other options. We must follow our decisions,Non-users (n = 301) Users (n = 313) P value
24.8 36.7 0.007
75.2 63.3
35.9 14.8 b0.001
53.5 65.0
10.6 20.2
40.2 39.7 0.854
42.2 42.4
14.3 13.1
3.3 4.8
b0.001
23.0 10.0
77.0 90.0
54.8 63.4 0.001
9.9 2.0
33.3 34.1
2.1 0.6
87.4 98.5 b0.001
12.6 1.5
79.8 98.2 b0.001
20.2 1.8
82.0 83.8 0.597
18.0 16.2
39.0 51.1 0.023
61.0 48.9
76.7 77.3 0.917
23.3 22.7
33.5 ± 0.72 30.9 ± 0.38 0.003
3.4 ± 0.15 3.2 ± 0.11 0.190
3.8 ± 0.18 3.6 ± 0.15 0.236
0.17 ± 0.08 –0.22 ± 0.07 0.052
0.30 ± 0.07 –0.30 ± 0.04 b0.001
–0.14 ± 0.06 0.17 ± 0.05 0.028
ary across items. Weighted percentages and means are reported.
Table 3
Odds ratio estimates and 95% conﬁdence intervals from logistic regression analysis of
characteristics associated with non-use of modern family planning (n = 608).
Characteristicsa Unadjusted odds ratio
(95% conﬁdence
interval)
Adjusted odds ratio
(95% conﬁdence
interval)
Residence
Ruralb 1.76 (1.08–2.87) 1.24 (0.69–2.23)
Service delivery environment
Type of facility attended for regular care
Public facility (reference) 1 1
Non-FP-providing
not-for-proﬁt facility
1.02 (0.45–2.31) 1.39 (0.71–2.72)
FP-providing not-for-proﬁt
or private facility
0.61 (0.40–0.92) 1.10 (0.58–2.11)
Trip to health center
takes over 60 minutesb
0.97 (0.50–1.87) 1.21 (0.59–2.50)
Socioeconomic
Education
No schooling (reference) 1 1
Primary 0.34 (0.21–0.54) 0.33 (0.19–0.56)
Higher than primary education 0.22 (0.12–0.40) 0.17 (0.08–0.36)
Religion
Catholic 1.03 (0.60–1.77) 0.84 (0.45–1.55)
Protestant 1.01 (0.60–1.70) 0.94 (0.52–1.68)
Other, including none
(reference)
1 1
Age, y 1.05 (1.02–1.07) 1.09 (1.05–1.14)
Financial strain 1.07 (0.96–1.20) 1.03 (0.89–1.20)
Fertility history and intentions
Number of living children 1.06 (0.97–1.16) 0.83 (0.72–0.95)
Less than 6 months postpartumb 2.70 (1.77–4.12) 5.06 (2.92–8.78)
Wants a child within 12 monthsb 5.42 (1.96–14.95) 8.49 (2.88–25.06)
Partner factors
Sexually active in the past monthb 0.11 (0.04–0.30) 0.11 (0.03–0.36)
Partner support for FPb 0.07 (0.04–0.14) 0.12 (0.04–0.32)
Sources of information on FP in past year
Attended FP talk by CHWb 0.61 (0.40–0.94) 0.48 (0.33–0.72)
Mediab 0.66 (0.21–2.10) 2.29 (0.76–6.94)
Attitudes toward fertility and contraception
“Support for large families
and non-use”
1.75 (1.39–2.20) 1.09 (0.78–1.52)
“Barriers to contraceptive use” 2.49 (2.09–2.98) 2.27 (1.85–2.78)
“Beneﬁts of birth spacing and
limiting”
0.57 (0.42–0.78) 0.91 (0.64–1.30)
Abbreviations: CHW, community health worker; FP, family planning.
a Variables identiﬁed a priori as contextually meaningful or theoretically important and
retained in the model regardless of signiﬁcance during the backward selection process
were: age; education; religion; ﬁnancial strain; number of living children; residence;
type of regular health facility; travel time to facility; partner support; and sources of
information.
b Indicator variable. For rural, the reference is urban. Other variables are yes/no binary
variables, with no as the reference level.
Table 4
Reasons for non-use of modern family planning among non-users who intend to use a
method but are not currently using one (intenders) and non-users who do not intend to
use one in the future (non-intenders).a
Reasons Intenders
(n = 214)
Non-intenders
(n = 86)
Fertility
Breastfeeding 30 (14.9) 1 (1)
Waiting for return of menses 120 (58.4) 0 (0)
Desired pregnancy 1 (0.7) 11 (11.5)
Infrequent sex or no longer with husband/partner 18 (8.4) 14 (15.7)
Infecund/subfecund/menopausal 2 (0.7) 36 (42.8)
Method-related reasons
Inconvenient to use 4 (2.1) 6 (7.5)
Fear of side effects 33 (15.3) 0 (0)
Experienced side effects 6 (3) 1 (1.2)
Changes sexual desire/pleasure 1 (0.3) 0 (0)
Opposition to use
Not compatible with religion 3 (1.6) 4 (5.4)
Husband/partner opposition 9 (4.8) 6 (6.3)
Others oppose 0 (0) 0 (0)
Lack of knowledge
Knows no method 3 (1) 1 (1.3)
Knows no source 0 (0) 0 (0)
Access
Provider refused to give method 5 (1.7) 0 (0)
Cost/affordability 1 (0.5) 0 (0)
Other 8 (3.8) 7 (6.9)
Unsure/no particular reason 4 (1.9) 0 (0)
a Values are given as number (percentage). Weighted percentages are reported. Multi-
ple responses are possible.
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traceptive continuation when women experienced side effects regard-
ing sexual relations. A 29-year-old woman who experienced vaginal
dryness from injectable use said: “I gave a lot of thought to the decision,
given that on the one hand I had health and marital problems due to
side effects from themethod, and on the other hand, I hadmyhusband’s
warning that said he would leave me if I gave birth to another child.”
Fertility-related factors were salient. Women desiring a child within
a year had 8 times greater odds of non-use than women who did not.
For women less than 6 months postpartum, the odds of non-use were
5 times higher than forwomenwhohadnot recently given birth. Survey
participants’ reasons for not currently using amethod (Table 4) support
the importance of fertility-related variables. Awaiting return of menses
(58.4%) or breastfeeding (14.9%) were key reasons cited by intenders.
However, almost 60% of those awaiting menses and 40% currently
breastfeedingweremore than 6 months postpartumand, therefore, po-
tentially at risk of pregnancy. Among non-intenders, the main reasons
were women’s belief that they were infecund or menopausal (42.8%),
reporting infrequent or no sex (15.7%), or desiring a pregnancy (11.5%).Qualitative data paint a similar picture. Of the 31 women who were
not currently using a modern method, 5 of the 8 women aged
45–49 years thought they were menopausal, and 11 of the 23 younger
women thought their fertility had not returned since their last birth.
The IDI narratives highlight how misperceptions about pregnancy risk
around menopause relate to non-use. For example, at least 2 women
who self-identiﬁed as menopausal believed they could not conceive at
their age, although they were still menstruating. The IDIs indicate that
amore complex combination of factorsmay lead to non-use in the post-
partum period. Some postpartum amenorrheic women thought they
could not get pregnant as long as their menses did not return, even if
it took several years. Moreover, there appeared to be confusion about
timing and conditions for initiating contraception after childbirth.
Several women thought they had to wait 6 months, while at least 4 be-
lieved they needed to wait for their menses to return before they could
request a method at the health center. Thus, a 30-year-old mother of 5
children who was worried about pregnancy explained her intention to
initiate a method: “When the child is six months…The other mothers
told me that it is better to wait until the child starts drinking and eating
something else, like gruel. I also heard that onemust wait for the return
of menses to go get a method, but for me it is taking a long time. This is
why I cannot wait. All my children get to the age of two before I get my
period. This is why I chose six months.”
It appeared that some providers gave methods only to women who
were menstruating. Seven of 35 current or past contraceptive users in
the qualitative sample reported either being asked to show proof of
menstruation or being told to return during their next period. While 6
women indicated receiving amethod on their ﬁrst visit, at least 7 others
reported having to return, sometimes multiple times, mostly because
they were not menstruating during the clinic visit or to obtain pregnan-
cy test results. A large proportion (43%) of survey respondents agreed
with the statement that the nurse would ask to see their menstrual
pad if they went for family planning.
4. Discussion
The present ﬁndings showed high levels of modern contraceptive
use in the study population (50.4%) and mostly positive contraceptive
e15A. Brunie et al. / International Journal of Gynecology and Obstetrics 123 (2013) e11–e15attitudes and intentions. After the study was conducted, the 2010
DHS found contraceptive prevalence to be 45% among married
women aged 15–49 years. Although the present study design and
eligibility criteria differed from those of the DHS, the results of the
2 studies taken together highlight continued progress in contracep-
tive acceptance and use. Through a mixed-method approach, the
present study placed greater emphasis on psychosocial factors and
identiﬁed concrete areas of intervention for reaching Rwanda’s con-
traceptive prevalence target. Quantitative and qualitative ﬁndings
emphasize the importance of male partners and of fertility-related
factors as barriers to contraceptive use.
Partner support for family planning is an important determinant of
contraceptive use [9,15–19]. In Sub-Saharan Africa, evidence indicates
that husbands' preferences have a greater inﬂuence than wives' prefer-
ences on contraceptive use [16,17]. In the present study, most couples
reported making contraceptive decisions jointly.
The results also show howmisperceptions about postpartum return
to fertility and menopause may result in non-use of family planning.
Qualitative ﬁndings draw particular attention to barriers to postpartum
initiation of contraception, highlighting misperceptions of pregnancy
risk and perceived eligibility requirements. Participants reported that
providers sometimes rely on direct observation of menses for ruling
out pregnancy and turn awaywomenwho are not menstruating during
the visit. This practice exposes postpartum women to unplanned preg-
nancies and might discourage method initiation. This evidence supports
DHS data analyses showing higher contraceptive prevalence among
postpartum women whose menses have returned than among women
whose menses have not returned [20]. It is also consistent with multi-
country data on menstruation requirements being an important barrier
to family-planning access [21].
Because the present study was conducted in 5 of 30 districts, results
might not represent the entire country. Also, the sample did not include
young nulliparous women. Different steps might be needed to reach
that group and achieve the contraceptive prevalence target. Almost
one-third (30.4%) of current non-users had ever used amodernmethod.
The cross-sectional design limited the ability to understand patterns of
use and non-use across individuals over time and to determine barriers
to continued use after initiation. Finally, the study adopted a demand-
side perspective. This approach does not enable all service delivery as-
pects to be assessed, or the root causes of certain medical practices to
be fully understood so that appropriate corrective actionsmay be taken.
In conclusion, the present study demonstrates positive attitudes to
family planning but also gaps for programmatic action. First, men may
beneﬁt from increased information regarding family planning. Second,
provider use of alternative pregnancy-screening methods should be
introduced or reinforced. The pregnancy checklist, based on criteria
established byWHO,may provide a good alternative because its validity
and impact have been demonstrated in several settings [22,23]. Third,
women needmore information about fertility and periods of pregnancy
risk, particularly postpartum. Providers may also beneﬁt from addition-
al instructions on the family-planning needs and contraceptive eligibil-
ity of postpartum and perimenopausal women.Acknowledgments
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